Although no published studies explore rates of sexual symptoms among mentally ill Hasidic Jews, anecdotal observations led to the lead author's hypothesis that male Hasidic Jewish psychiatric inpatients often demonstrated hypersexual behavior. We examined whether male Hasidic Jewish psychiatric inpatients had higher reported rates of hypersexual behavior than controls. We reviewed charts of all Hasidic Jews admitted in 1998 to one inpatient psychiatric hospital and age/diagnosis/gender-matched comparisons for evidence of reported hypersexual behavior. Sixty-nine percent of male Hasidic patients and 40% of female Hasidic patients had staff reports of hypersexual behavior compared with 19% of male and 20% of female comparisons. There was statistically significant discordance between male (p Ͻ .04) but not female pairs. Increased rates of reported hypersexual behavior in Hasidic male inpatients suggest a link between culture and symptom presentation, which further studies of this unique population group should explore. D espite theoretical discussions, epidemiological studies, and clinical research addressing the role of culture in the diagnosis and treatment of psychiatric illness (Cheng, 2001; Gaines, 1995; Kleinman, 1987; Levine and Gaw, 1995) , many groups, including Hasidic Jews, remain understudied by psychiatrists. Mental health professionals recognize the unique aspects of working with Hasidic Jews (Heilman and Witzum, 1997; Margolese, 1998; Trappler et al., 1995) , but little research has explored whether psychiatric symptoms present differently in this population. The strict standards governing sexual behavior in the Hasidic community, the frequency of sexual preoccupation among psychiatric patients, and the principal investigator's observations both of hypersexual behavior (HSB) among male Hasidic patients and of the reaction of inpatient staff to this behavior led to the hypothesis that male Hasidic Jewish patients would have more reported HSB than their non-Hasidic counterparts. We undertook this chart review to determine whether our clinical impression would be supported by systemic analysis.
D espite theoretical discussions, epidemiological studies, and clinical research addressing the role of culture in the diagnosis and treatment of psychiatric illness (Cheng, 2001; Gaines, 1995; Kleinman, 1987; Levine and Gaw, 1995) , many groups, including Hasidic Jews, remain understudied by psychiatrists. Mental health professionals recognize the unique aspects of working with Hasidic Jews (Heilman and Witzum, 1997; Margolese, 1998; Trappler et al., 1995) , but little research has explored whether psychiatric symptoms present differently in this population. The strict standards governing sexual behavior in the Hasidic community, the frequency of sexual preoccupation among psychiatric patients, and the principal investigator's observations both of hypersexual behavior (HSB) among male Hasidic patients and of the reaction of inpatient staff to this behavior led to the hypothesis that male Hasidic Jewish patients would have more reported HSB than their non-Hasidic counterparts. We undertook this chart review to determine whether our clinical impression would be supported by systemic analysis.
METHODS
The inpatient psychiatric unit of the Payne Whitney Clinic of the New York-Presbyterian Hospital draws patients from all over New York City, including the communities of Williamsburg, Crown Heights, and Boro Park, Brooklyn, home to at least 100,000 Hasidic Jews (Belcove-Shalin, 1995) . With approval from the New York-Presbyterian Hospital Ethics in Human Subjects Committee, data were reviewed on all 1206 inpatients admitted in 1998. Twenty-six subjects were determined to be Hasidic Jews based on chart notations of self-identification, dress, language, and mannerisms known to be unique to Hasidic Jews, information provided by family or referring agency, or association with a social worker who worked as a liaison between the Hasidic community and the mental health system. Although there are many sects within the Hasidic community, our study did not differentiate among them when identifying patients for inclusion, nor did we distinguish Hasidim born into their communities from those who converted to this religious subculture. Admission notes of all other inpatients were then reviewed to locate matched comparisons, excluding those with active substance abuse or dependence, mental retardation, neurological disease, or inability to speak English. In a case-control design, the first patient not meeting exclusion criteria matching each Hasidic patient for age (within 3 years), gender, and diagnosis was selected as a comparison.
The complete charts of Hasidic and comparison patients (N ϭ 52) were examined for evidence of HSB, defined a priori as masturbating in public; exposing their own or attempting to touch others' genitalia, breasts, or buttocks; questioning others about their sex lives; or offering unsolicited details about their own sex lives. These criteria were selected as behaviors associated with increased sexual activity or sexual preoccupation yet distinct from paraphilias or sex-offending behaviors.
Data were analyzed using exact McNemar tests to examine discordant hypersexuality within each Hasidic/nonHasidic pair. A two-tailed alpha level of 0.05 was used for each statistical test.
RESULTS
A total of 16 male pairs were studied, of which 10 were discordant, with the Hasidic male showing HSB, whereas his matched comparison did not (exact McNemar p Ͻ .04). Two pairs showed only the non-Hasidic male with HSB, three pairs showed neither male with HSB, and one pair showed both with HSB. Overall, 11 of 16 (69%) Hasidic men had staff reports of HSB, whereas only three of 16 (19%) nonHasidic men had similar reports. Subtypes of reported HSB are noted in Table 1 . Hasidic males had a mean age of 24.9 years (SD, 8.6) versus 25.0 years (SD, 9.2) for comparisons.
Of the 16 male pairs, seven had diagnoses of bipolar disorder (mixed or manic states); three, major depression; two, schizophrenia; two, schizoaffective disorder; and one apiece psychosis not otherwise specified and conduct disorder. Of the 11 Hasidic Jews noted to show HSB, seven had schizoaffective disorder or bipolar disorder (mixed or manic states), two had major depression, one had conduct disorder, and one psychosis not otherwise specified.
Among the 10 female pairs, four discordant pairs showed only the Hasidic woman with HSB (exact McNemar p ϭ .69), and two showed only the non-Hasidic woman with HSB. In four pairs, no HSB was noted. Overall, four of 10 Hasidic women (40%) and two of 10 non-Hasidic women (20%) were reported to exhibit HSB. Among Hasidic women, mean age was 34.2 years (SD, 14.3) versus 34.5 years (SD, 14.2) for controls.
Three Hasidic and four non-Hasidic women had diagnoses of bipolar disorder (mixed or manic states), five Hasidic and four comparison women had schizoaffective disorder, one pair had major depression, and one pair had psychosis not otherwise specified.
DISCUSSION
Case reports and literature reviews discuss challenges in working with ultra-Orthodox Jewish patients, including addressing themes of sex and sexuality (Fisch, 1992; Heilman and Witzum, 1997; Littlewood, 1983; Margolese, 1998; Peteet, 1981; Strean, 1994) . Nevertheless, there have been no empirical studies of sexual symptoms among Hasidic patients, and this study is the first to find statistically significant results to verify previous anecdotal reports.
The presence of reported HSB in 69% of male Hasidic patients versus 19% of comparisons (of whom 12 were Christian and four were non-Orthodox Jewish) has several possible explanations. Hasidic Jews may express psychiatric illness in the form of sexualized behaviors more often than non-Hasidic patients because of the societal strictures that their community places on sexual behavior. The Hasidic community may be less tolerant of sexual symptoms than of other psychopathological behaviors, resulting in swifter identification of Hasidim with HSB as mentally ill compared with mentally ill Hasidim whose symptoms did not include HSB. Hasidic Jews with family histories of psychiatric illness featuring HSB may selectively marry others with similar family histories. HSB may reflect contact with a secular world whose rules and practices are unfamiliar yet tantalizing. Finally, the apparent incongruity of sexualized symptoms expressed by notoriously conservative and religious people may have resulted in increased documentation by inpatient staff of such behavior.
Hasidim are forbidden to masturbate, cannot interact with the opposite sex outside their immediate family, and are taught that homosexuality is sinful. Hasidic culture discourages even incidental physical contact between the sexes, as one matchmaker noted: "Husband and wife need not touch each other casually or in public; they should avoid casual nudity; and vulgarities, which are inappropriate in mixed company, should also be inappropriate for the home" (Davidman and Stocks, 1995) . These proscribed behaviors are precisely those that staff members noted when reporting HSB among Hasidic inpatients:
Mr. A, a 47-year-old divorced Hasidic male with a 25-year history of schizoaffective disorder, had persistent delusions that he was the Messiah and had decreed that "everybody should be naked on the beach." Throughout his several hospitalizations, he frequently approached female staff to ask them if they "were the prostitutes here to have sex" with him. He also queried several staff members about their sex lives, including asking the male attending psychiatrist if his "wife had big titties." Staff notes report that he was placed on room restriction on several occasions for trying to touch female staff and copatients.
Hasidic men and women receive no sex education until the eve of arranged marriages, and even that belated education is vague and euphemistic (Witzum et al., 1990) . Hasidim generally marry in their teens and almost never divorce. Yet, of the 16 Hasidic males studied, only two were married, four divorced, and 10 never-married. Only one of 11 Hasidic males with HSB was married.
Hasidic patients and their families fear the effect of psychiatric diagnosis on their social status, because mental illness can limit marital prospects of family members to others with psychiatric family histories. This increases stigmatization; hence, Hasidic Jews often avoid treatment until 
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The Journal of Nervous and Mental Disease • Volume 192, Number 3, March 2004 their illnesses become impossible to hide (Fisch, 1992; Margolese, 1998) . Late presentation of untreated illness may contribute to the presence of HSB and to longer lengths of hospitalization among Hasidim. The Hasidic males had a mean hospital stay of 38 days (SD, 40) versus 27 days for comparisons (SD, 20) . Reports of HSB among Hasidic patients were not inflated by their longer hospital stays, however; both Hasidic and non-Hasidic males with HSB showed this behavior either on admission or consistently throughout their stay: Mr. B, a 21-year-old single male with a 5-year history of schizoaffective disorder, was the seventh of 10 children, the oldest to remain single, and only one of three single men in his religious school. His family, hoping to arrange a marriage for him, had asked his doctor to stop his medications, resulting in a full-blown manic episode. He was admitted to a local hospital and restarted only on a selective serotonin reuptake inhibitor for control of obsessive-compulsive behavior. A few weeks later, he was admitted to our hospital mute and almost catatonic, except when approached by female staff members, whom he threatened to hit. As his hospital stay progressed, his family revealed that he had twice been physically abusive to his mother while having sexual thoughts. He told a male staff member that he "could not concentrate on the sacred texts because he was constantly thinking about 'the ladies' and is forbidden by his religion to masturbate." He acknowledged that the obsessive-compulsive disorder-like behavior for which he had been treated previously reflected rituals he had adopted to keep from masturbating or thinking about sex.
Hypersexual symptoms are common in manic episodes, but the study design controlled for this diagnosis. Among the 11 Hasidic men with HSB, seven had either bipolar disorder or schizoaffective disorder and were in manic or mixed states. Of their diagnosis-matched counterparts-also all in manic or mixed states-only one was reported to have HSB, despite other signs of affective instability. Four of the 11 Hasidim with HSB had diagnoses not typically associated with sexual symptoms, including two with major depressive disorder.
Chart notes reported more male Hasidic than comparison inpatients to exhibit HSB, controlling for diagnoses, in overall percentage and pair-matched comparisons. This difference was not significant among the women. Age may contribute to the gender difference: mean age for Hasidic women was 9.2 years older than for Hasidic men. Thirteen of 16 Hasidic males (including 10 with HSB) were younger than 30 years, compared with four of 10 female Hasidic patients. Another potential factor is that Hasidic women have more exposure to the secular world, often leaving the community to work, whereas Hasidic men, especially younger men, stay within the confines of the community to study religious texts. Many Hasidic males reported that they had been told that if they ever masturbated, they were unclean and therefore unfit to touch these texts. Thus, Hasidic females may be more familiar with the rules of non-Hasidic culture, whereas their male counterparts have remained relatively isolated and sexually naïve.
The study relied on reports of staff members with unknown preconceptions about Hasidic Jews, who clearly stand out in society and on an inpatient unit. Their strange garb, unfamiliar language, and religious rituals can evoke staff countertransference, leading to overreporting or underreporting of HSB (Margolese, 1998; Peteet, 1981; Strean, 1994) . Indeed, many staff notes hint at both fascination and revulsion with Hasidim, especially when documenting HSB. The study findings may partly reflect staff response to frequently observed symptoms of mania and psychoses in people who are traditionally viewed as asexual rather than the increased presence of these behavioral symptoms in Hasidic patients compared with non-Hasidic controls, who may also have shown evidence of HSB that went unreported in staff notes.
CONCLUSIONS
This study has several limitations. We based diagnostic comparisons on chart admission diagnoses, which may be less accurate than structured research interviews. We attempted to limit investigator bias through use of a retrospective study design employing clearly defined criteria, although the lead investigator and chart rater knew the study's hypothesis. These findings need replication and prospective confirmation. Additionally, a study comparing Hasidic Jews with members of other insular, ultrareligious, and tightly controlled social groups might elucidate whether HSB found among Hasidic patients exists among analogous religious sects. We were not able to determine to which sect of Hasidic Judaism the study's patients belonged, nor did we know whether our subjects were born into this culture or converted from other branches of Judaism (or, indeed, from other religions). A comparison of the manifestations of mental illness among different Hasidic sects may show evidence of HSB only in segments of what, to the outside world, appears to be a homogenous community. A study comparing Hasidim born into the culture with those who are drawn to it as adolescents or adults may also show differences. Finally, it is unclear whether our study's findings reflect a genuine difference in symptom manifestation or are an artifact of staff counter-transference. Either way, however, there are potential implications for treatment of mentally ill Hasidic Jews in secular inpatient settings.
